Objectives: Cystic Fibrosis admissions are challenging, often there is a mismatch between patient and staff expectations of service. Historically hospitals have evolved processes of service delivery, rarely reviewed for value to patients. The aim of this project was to systematically identify improvements to admissions. Methods: The Value Stream Mapping evaluation requires that a process has a clear start and end point, in this case: the time from the decision to admit a child to the discharge report. Within that journey each contact with the patient is mapped, using a core group of stakeholders, including professionals and parents. For each mapped event 1. the parents describe the purpose of that event and rate service received as − satisfactory, dissatisfactory or a delighter (beyond expectations), referred to as the "voice of the customer". 2. The health professional (HP) is asked, what they do, why, barriers, and effective use of skills. Verbatim interviews of 7 parents and all HP's were transcribed and reduced to overlapping themes using thematic analysis. Results: Along the parent journey, 6 events were identified as satisfactory, 6 as delighters, and 8 as dissatisfying. Staff identified 8 events needing improvement. Four distinct areas of overlap were identified; pre-admission, day of admission, daily routine and discharge. Core-working groups were set up to implement changes. Conclusion: The changed inpatient pathway will be evaluated with the same methodology in 6 months. A business evaluation methodology lends itself to medical service delivery and can identify both valuable and stress-inducing areas of service provision to improve use of resources. Objectives: Improve the FEV1 % in the adults over 30 years. Methods: After establishing a QIP Steering committee, we analysed the patient registry data for the 85 adults patients followed in our centre. The multidisciplinary team decided to focus on the population aged over 30 years in 2012, because their FEV1 % median value was lower than the national median value (50.8% vs 60.5%). We noticed that patients over 30 years old with a low FEV1 also had a low BMI (n = 40). We focused on the 10 patients with FEV1 less than 50%. All these patients also had a severe nutrition status (lower than 18/kg/m 2 ).
Results:
We intensified the process of care by increasing the number of clinic visits with the dietetician and the number of educational program sessions. We elaborated a tool pointing out the relationship between FEV1 and BMI, using 4 colors (red, orange, yellow and green). This tool, named "spir-weight" allowed the patient to better understand the possible link between the two parameters. It is used at each visit, to review and discuss the combined evolution of the two parameters.
Conclusion:
After one year involvement in the QIP, we can notice that all those patients have a better understanding of their disease, and we plan to enlarge this education to all the patients followed in our adult centre. Data on patient's outcomes will be available by June 2014. Conclusion: A disproportionate amount of time and resources are spent delivering rescue care and this is unlikely to change unless teams prioritise prevention activities such as adherence support.
A work load study to determine the proportion of time spent on delivering rescue vs. prevention clinical care in adults with cystic fibrosis

